SUMMARY A series of five vestigial lesions of the shoulder and back is reported. Their derivation is discussed and in four cases a branchial rather than a bronchial origin is favoured. The fifth case is held to represent skin involvement by thyroglossal duct elements.
Most heterotopic tissues in the head and neck are due to persistent embryonic structures, especially of the branchial and thyroglossal vestiges.' We wish to report a series of five cases of this type from the neck and shoulders, in order to draw attention to such unusual manifestations and to discuss their disputed histogenesis.
Case reports CASE 
1
A negro female, aged 11 months, presented with a periodically discharging subcutaneous lump on her left shoulder which had been present since birth. This was situated in the left supraclavicular region overlying the supraspinatus muscle, and was attached to the deep fascia. Healing after excision was uneventful.
Microscopical examination
The subcutaneous fat contained a centrally cystic nodule, 0 5 cm across, which communicated with the pigmented epidermis by way of an epidermis-lined duct, its melanin pigmentation decreasing with increasing depth. Around the duct there were sweat and sebaceous glands, hair follicles and smooth muscle bundles. The central cyst, 03 x 02 cm, was filled with keratin squames, inflammatory exudate and scanty erythrocytes. It was preponderantly lined by ciliated pseudostratified epithelium of respiratory type with focal groups of goblet cells and a thick basement membrane (Fig. 1 ), but one peripheral segment was lined by keratinising nonpigmented epidermis with a prominent granular layer (Fig. 2) A four-year-old girl presented from birth with a subcutaneous cyst on her left shoulder overlying the acromial process. There had been a slight discharge from the lesion for a week before excision. Healing was uneventful.
The lumen of the cyst was filled with pus. The cyst lining had a somewhat wavy outline and consisted mainly of ciliated pseudostratified epithelium of respiratory type with many goblet cells, demarcated by a delicate basement membrane (Fig. 3) . One small area was lined by epidermis with underlying small sweat glands (Fig. 4) . A narrow zone of dense chronic inflammatory infiltrate was present below both types of epithelium, followed by a thin ring of fibrous tissue with occasional smooth muscle bundles. There were no mucous glands. CASE A 17-year-old woman underwent an operation for the excision of a longitudinal, granular, depressed area of skin in the midline of the neck measuring 5 x 0-5 cm, which had been present since birth. The patient was symptom free four years later.
Cross-sections through the excised strip of skin consisted of striated muscle, presumably platysmal, covered by skin. Along the excisional margins the epidermis was thin and the dermis contained sweat and sebaceous glands. More centrally the epidermis was acanthotic and the underlying corium lacked any skin appendages. Instead, there were numbers of short perpendicular tubules which opened on to the skin surface (Fig. 9 ). These were lined by ciliated pseudostratified epithelium of respiratory type with many goblet cells and a delicate basement membrane, surrounded by a dense chronic inflammatory infiltrate. Branching tubules, demarcated by thick basement membranes (Fig. 10) , penetrated the striated muscle to a depth of 0-2 cm.
Discussion
The salient features of the five cases are listed in Table 1 . All our patients were females, in contrast to the findings of Fraga et al.2 of a male preponderance of 5: 1, based on material from the files of the Armed Forces Institute of Pathology. As one would expect with developmental lesions, our three superficially situated cases were detected at birth. The two lesions located in the deeper tissues were only demonstrated on microscopical examination of the excised tissues.
The small shoulder cyst of case 1 had had a discharging sinus, whereas the discharge of the larger shoulder cyst of case 2 had been slight and of short duration, thus suggesting that cyst size is largely dependent on the presence or absence of a patent fistula.
Microcystic lesions embedded in fibrous tissue were noted in cases 3 and 4, the lesion of case 3 being situated within the substance of the thyroid lobe, and that of case 4 adjacent to it. One of the cysts reported by Fraga et al.2 was also present close to a thyroid lobe, but we have been unable to trace any previous report of an intrathyroidal localisation. The linear midline lesion of case 5 is pathognomonic of a derivation from the thyroglossal duct. The remaining four lesions were interpreted as being of branchial rather than of bronchial origin for reasons discussed below.
The one microscopical feature common to all five cases was the presence of ciliated respiratory epithelium which lined the cysts preponderantly or exclusively. Smaller areas of epidermis or stratified epithelium were present in cases 1, 2, and 3, the epidermis in case 1 being associated with sebaceous glands, and in case 2 with sweat glands. A patchily thickened basement membrane was noted in cases l, 3, and 5, a feature also noted by Fraga et al.2 and Drut et al. 3 The chronic subepithelial inflammatory infiltrate was dense in cases 1 and 2, which had had discharging sinuses, but in the remaining cases such infiltrate was either focal or minimal. Smooth muscles were present in cases 1, 2, and 3, and seromucinous glands in cases 1 and 3. Most of these findings are in agreement with those of previous reports; the similarities and differences are summarised in Tables 1 and 2. As to pathogenesis, there is general consensus that lesions of this type are not teratomatous, because of the presence only of tissue elements compatible with a derivation from the primitive foregut. Firstly, although two of their cases showed the presence of sinuses leading to behind the manubrium, they were unable to demonstrate a connection with the respiratory system. On the other hand, some branchial cysts possess lower pedicles, and lower 
